
For the word "laugh" the association was forgotten.
This indication of a complex is strengthened by the
failure to associate within ten seconds for the follow-
ing word, and a long time for the word after that. The
patient denied that he was troubled in any way by peo-
ple laughing at him; "everybody was good to him." In
spite of this, it is safe to assume that his attacks and
certain marital occurrences have made him feel ridicu-
lous. After a few moments he says that on coming out
of doors yesterday he was well dressed and that a lounger
called him a "funny guy." He denied that he thought
of it during the experiment. It is possible that the
more basic complex of being ridiculed for his troubles
may not have come to his mind at all, but that in search-
ing for some explanation of the record he thought of
the recent occurrence. It is also possible that the re-
cent occurrence may have added itself to the larger
complex. Another complex, the stupidity of which he
complains bitterly, shows itself in the long time for
"stupid" and in the superficial character of and the for-
getfulness for the following association.
We all have passed through experiences of strong

emotions. It is possible for an outsider by this method
to discover them against our will. While Dr. Jung was
once explaining the method one of the students declared
that he did not believe it applicable to normal individ-
uals. Dr. Jung said: "If you will do just one thing,
namely, associate the words as quickly as you can, I
will tell you what complexes you have." As a result
the records showed that whenever a word was used re-

ferring to travel the associations showed the three char-
acteristics we have described above. The student must
have irresistibly thought of some unpleasant experience
connected with traveling, and, although he tried to say
something quickly, he unavoidably lost time or was dis-
tracted so that he made superficial associations or for-
got what he had previously associated. Similar results
were recorded for words relating to father, home, univer-
sity, study and business. "Now," said Dr. Jung, "you
are having some disagreeable experiences connected with
these subjects; they form part of one or more of your
complexes." "Yes," replied the student, "my father
insists that I shall give up study at the university and
go into business with him, but I have decided to leave
home and go to some distant city rather than do it."
Dr. L. Pierce Clark, in making use of the method on

a case of neurasthenia verging on hysteria, found ab-
normally long times for associations to "happy," "child,"
"blood," etc. The patient emphatically denied any ex-

perience involving a child and blood, but the family
physician revealed a case of abortion with nearly fatal
hemorrhage, and also that great unhappiness had been
caused by the event.
To the physician a most interesting application is to

the discovery of the complexes that cause hysteria. When
people of unstable nervous systems meet the trials of
life they are liable to be upset by a specially strong one.
Even a moderately strong nervous system may break
down under an unusually severe emotional strain. Such
an experience remains in the person's mind as a complex
which mixes itself into everything, even the ordinary
affairs of life. Many cases of manic-depressive insanity
undoubtedly have a similar cause.
According to Dr. Freud, of Vienna, such cases of

hysteria can be cured if we can get the patient to talk
out his complex. In many cases it is easy to find the
complex, and then day after day the patient is induced
to talk about it. Instead of making matters worse this

method may actually produce a cure. Just how this is
brought about is not.quite clear. We may suppose that
the continual hauling of the complex into the full glare
of the limelight deadens it. Or, perhaps, the constant
talking actually kills it. Or it may be that the patient
actually becomes sickened of the whole business so that
the complex instead of arousing an emotion becomes
merely a tedious and indifferent bore. However this
may be, the cures effected by the method are marked.
Still more beneficial are the therapeutic talks properly
applied.
But now we have another problem. The patient may

refuse to reveal the complex, or may not be able to
specify what past experience really upset him, or may
select the wrong one. It can be found by means of the
association experiments. I will not go into the matter
further than to mention one case of Dr. Jung's. A
woman was troubled with severe hysteric attacks for
which she could assign no cause. The association ex-

periments pointed to a painful experience many years
ago of which the woman no longer had any thought.
In the hypnotic condition this experience was revived
and removed.
The application of the method in the detection of

crime may be illustrated by an experience of Dr. Jung's.
A man complained to him that a sum of money had
been stolen from his office, but that he did not like to
suspect his nephew. The boy was induced to undergo
the association experiments on the plea that something
was being done for his nerves. Words relating to theft,
money, drawer, etc., were inserted in the list, with the
result that the boy hesitated, stumbled and forgot when-
ever he came to them. When the experiment was over,
the principle of discovering complexes was explained to
him. His own record was then shown him; it was such
a convincing document tthat he could no nothing else
than confess.
Although any physician can learn to apply this

method of finding complexes, yet it takes considerable
time and skill. Eventually we may expect to have spe-
cialists to whom the patient is sent for a mental analysis,
but to be returned for treatment.
87 Madison Avenue.

ENURESIS FOLLOWING PROSTATECTOMY.
REPORT AND ANALYSIS OF ELEVEN CASES, WITH RECOM-

MENDATIONS AS TO TREATMENT.

GRANVILLE MAC GOWAN, M.D.
LOS ANGELES, CAL.

I have operated for difficult or impossible urination,
due, sometimes, to the obstruction of the urethral chan-
nel by new growths situated within the capsule of the
prostate, sometimes to contracture of the prostatic cap-
sule about the outlet of the bladder and consequent
stenosis of the urethra with marked elevation of its
floor above the base of the bladder, and sometimes to
both elements combined, more than 250 times. In
acquiring this experience I have put into practice nearly
all of the procedures that have been suggested by writers
on the subject of prostatism for the past twenty years.
I frequently have the opportunity to examine persons
who have been operated on by surgeons in many quar-
ters of the world, and I am convinced that the claims
which have been set up by some, that, following opera-
tions done by them, the patients are practically always
able to empty their bladders entirely with comfort and
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have perfect control of their urine, are mistaken as-

sumptions based on incomplete observation.
One hundred and sixty-seven of these operations have

been the procedure commonly known as prostatectomy.
The after-treatment of these cases, with very few ex-

ceptions, has been conducted and controlled by me in
person, so that any conclusions I may formulate are
from my own experience and not derived from the clin-
ical observations of others. I have not deduced a fa-
vorite method of performing the operation, but apply
the one which I think best for the particular case before
me. I have seen bad results in my own practice and
I have known men to wear urinals or use catheters after
operations done by surgeons of the greatest skill prac-
ticing in Chicago, London, San Francisco and north-
western America. A prominent New York surgeon
came to California and operated twice on a man, leav-
ing him leaking and in agony for a year, simply because
the surgeon was wedded to a particular perineal opera-
tion which was not applicable to this type of case, for
a perfect result was subsequently obtained by the same

surgeon from a suprapubic operation.
The difficulties of the operation have been so mini-

mized, the benefits in many cases so magnified, and im-
perfect results so glossed over or concealed by writers
of known operative skill, that many who have only a

very uncertain idea of the anatomy of the urogenital
organs are emboldened to commence operations which
they never finish and the necessity for which is often
only problematical. So much bad work of this nature is
being done that this very beneficent operation may easily
fall into disrepute.
It is by way of calling attention to one of the not un-

frequent disagreeable after-features, that of leakage,
not the moderate leakage which is so common within
the first three months after operation, but the prolonged
incontinence lasting for six, eight or ten months or,
perhaps, for years, that the attached cases are reported
and analyzed. I hope my experience may be of service
to others whose opportunities for observation have not
been so great or who for private reasons forbear from
mentioning their troubles for fear of being accused of
lack of skill. When such incontinence occurs the cause

may be sought for and found in one of the following
conditions:

1. The removal of unusually large prostates, which,
in growing, have so separated the fibers of the detrusor
as they spread out over the bladder base that its con-
tractile power is greatly enfeebled or almost lost, and
at the same time so stretched its fibers of insertion into
the prostatic capsule and the sphincter that the vesical
outlet is made to gape and the prostatic urethra and the
bladder cavity become practically continuous. Add to
this the element of chronic inflammation and fatty de-
generation, always present in these muscles where
marked obstruction to the exit of the urine exists, and
you have a perfect preparation for the leakage which is
almost sure to follow the removal of these great tumors.

.

The support of the weakened bladder wall is taken
away; a degenerated sphincter, whose nerve supply has
been short-circuited by pressure and inflammatory de-
posit, is unable to contract. And, above all, the cic-
atricial tissue which fills in the large and irregular
wound often so distorts the base of the bladder and its
outlet that it must remain always a source of astonish-
ment that such patients ever regain urinary control.
The operator can not make new bladders, and, provided
he has properly and entirely removed the pathologic

condition which gave rise to the necessity for operation,
he must not criticise himself, or be criticised by others,
for the incontinence which is sure to follow in some
cases, or admit as a proof of his unique skill the bril-
liant success which occurs in others. Time tends to
improve the condition of these people, and it is even
possible that control be finally regained after a year or
more of enuresis. Cases 1, 2, 3 and 4 are of this type.In Case 1 the tissue removed weighed more than 300
grams, entirely filling a large Mason fruit jar. In
Case 2 the tumors weighed 190 grams; in Case 3, 250
grams, and in Case 9, 160 grams.
2. Leakage following the attempted removal of very

large markedly fibroid prostates, which can not be re-
moved and prove inoperable. There are two of these
cases, 5 and 6, which, so far as I know, are unique.
The glands were so hard in both cases as to destroy the
usefulness of all sharp instruments used in attacking
them. There was no line of cleavage between the gland
substance and its capsule, and the inflammatory adhe-
sions to the surrounding organs were so densely organ-
ized that removal by free dissection was impossible with-
out opening the rectum high up, sacrificing the lower
oart of the bladder and entering the peritoneal cavity.
They seemed for all the world like the small solid india
rubber balls, or sturgeon noses, with which the boys
play hockey, placed in a setting of copper matte. In
Case 6, with knife, scissors and rongeurs, I cut a chan-
nel which has served since for exit of the urine. In
Case 5 a similar channel was cut by working from both
a perineal and a suprapubic opening. This did not re-
main open very long, which necessitated later the burn-
ing of a groove with the instrument of Bottini, which
procedure fortunately has served its purpose to the pres-
ent.
The natural surmise in both instances was that the

growths were cancerous, but the pathologist found them
to be fibroid, with no microscopic evidences of malig-
nancy. One patient was operated on in 1902, the other
early in 1904. Both patients are alive and in fair general
health.
3. Leakage following the removal of small hard pros-

tates with connective tissue elements predominating over
the glandular elements and accompanied by a high
grade of contracture of the bladder neck and dimin-
ished bladder capacity. There are two of these cases,
7 and 8 which by a singular coincidence were complicated
by postoperative perineal fistula. From these, and
further experience, I am convinced that the only con-
servative way of dealing with such obstructions is to
completely sever the ring of fibrous tissue and the pros-
tate in the median line from the bladder to the mem-
braneous urethra with a sharp, blunt-pointed knife of
the Blizzard type, and then remove both halves by
excochleation or rongeurs, or, if this can not be done,
by dissection with forceps and scissors. If this measure
is not adopted either the patient will leak continuously
or the retention will not be relieved; in either case,
the dysuria and inflammatory vesical symptoms will
continue; whereas after such hemisection and removal
free drainage is established, pain ceases, uremic symp-toms disappear, and sooner or later more or less perfect
control of the bladder follows. Case 7 is additionally
interesting in its demonstration that restoration of the
general health may follow free drainage when a high
grade of renal insufficiency is present and pronounced
uremia exists.
It might be argued that these are typical cases for

Downloaded From: http://jama.jamanetwork.com/ by a New York University User  on 06/12/2015



the use of the cautery apparatus of Bottini, and they
are. With my later experience I am convinced that,
performed by a person who understands what he is
doing, prostatectomy is not more dangerous than pros-
tatotomy by electric cautery, and is more likely to be
lasting and perfect in its results. This is at va-
riance with the stand taken by me several years
ago in my reports on the procedure of Bottini,
when my experience with both operations was about
equal. I have been afraid of this cautery apparatus
ever since an accident nearly three years ago, in which
the shaft of my instrument, one of the Young-Freuden-
berg model, with the water jacket in apparently perfect
action, and the amperemeter registering 50, became
heated to such a degree as to destroy the urethra from the
bladder to the peno-scrotal junction. This happened on
the person of one of my colleagues, whose condition was
known to be one of the type of cases now under discus-
sion, and who after several years of study and research
of all the literature then accessible had chosen the Bot-
tini as the operation he wished done on him. I have not
used the apparatus since.
4. Leakage after prostatectomy caused by the failure

on the part of the operator to perceive and remove small
nodules situated on the vault or the side of the vesical
opening of the urethra and which interfere with the
proper closure of the bladder. I have operated in four
such cases. The first, Case 9 of this series, had under-
gone two perineal operations by surgeons of small
experience in urethral work. Each surgeon took away
something. The first one left the patient with retention,
the second with continous enuresis. Cystoscopic exam-
ination revealed the cause, and its removal was followed
by cure.

Case 2, No. 10 in this series, occurred in my own

practice in the person of a gentleman on whom I had
done a successful Bottini operation in 1899, and what I
thought was a very complete perineal prostatectomy in
February, 1905, after which he leaked continuously.
A cystoscopic examination made in May of the same year
discovered a small tumor hanging down by its pedicle
from the superior wall of the urethra at its vesical
opening. Its removal by suprapubic operation in Octo-
ber, 1905 was followed by immediate partial control and
eventually by perfect cure.

Case 3, No. 11 of this series, a man, 89 years old,
had also undergone two operations, one suprapubic and
one perineal, for removal of the prostate. Both operators
were very competent general surgeons. The first left
him with retention, the second left him leaking. Each
removed something. The last operation was done in
March. 1906. Again the cystoscope revealed the presence
of a nodule in the vault of the urethral vesical opening.
The tumor, which was 2^0 cm. thick, was removed from
the gaping bladder mouth through a suprapubic in-
cision in April 1907. He has now full control, excepting
when he stoops a long time at work in his garden, and
then dribbles very little. A fourth case occurred in a
man of 74, operated on by a skilled orthopedic surgeon.
The prostate had been of moderate size and was shelled
out easily through a small perineal wound; but control
was entirely lost. There was nothing to be felt through
the rectum, and the urethra was clear of obstruction to
the neck of the bladder; there was no great deformative
scar; the bladder possessed good expulsive power when
filled by a syringe. The cystoscope showed a tumor of
moderate size sticking into the bladder neck from the
left upper quadrant, which prevented the closure of the

opening, and I believe is the cause of the leakage. He
has not yet consented to a secondary operation.
The lessons to be derived from my experience are:
1. That after removal of extremely large growths

bladder control sometimes comes slowly, and a condition
of enuresis, either partial or total, will exist for from
six months to a year, and, perhaps, always. This con-

dition, though lamentable, improves with time, and is
apt to be best at night. There is no surgical remedy, if
the operation has been complete. But I would recom-

mend, wherever the leakage has lasted for six months,
that careful rectal, urethroscopic, and cystoscopic
examinations be made and if any remaining intrau.-
rcthral or intravesical nodules be found that they be
removed.

2. There are some dense prostates, not malignant,
which can not be removed. Such cases should not be
disturbed until the comfortable use of the catheter
becomes impossible. Through these a permanent groove
or furrow must be made, preferably by the cautery appa-
ratus of Chetwood. They will always leak.
3. Where enuresis follows the imperfect removal of a

small hard prostate, the only remedy is the hemisection
of the fibrous ring and the prostate on its floor, and
removal of the prostate, together with the nonresilient.
scpr tissue. In such cases patients will then slowly re-
gain control and be well people.
4. If following a prostatectomy, usually perineal, and

where the prostate has been only of moderate size, not
belonging to one of the three preceding classes, there is
enuresis, and a careful rectal examination fails to show
the presence of an intracapsular growth of paplable size,
overlooked at the time of the operation, a careful exam-
ination of the posterior urethra and bladder, with suit-
able optical instruments, has sometimes revealed the pres-
ence of small tumors of glandular tissue hanging or

pressing into the vesical outlet, preventing its closure,
and the removal of such tumors by sectio alta has re-

sulted in a cure of the condition.
REPORT OF CASES.

Case 1.—C. A. E., aged 64 years; for ten years had frequent
urination, dysuria and marked hematuria. He had been cut
for stone in the prostate twice, and for a long time was treated
for vesical tuberculosis. For five years he had led a catheter
life. He sought relief from very frequent and profuse vesical
hemorrhages. Feb. 4, 1004, I removed 300 gms. of prostatic
tissue through a median perineal incision. The tissue was soft,
broke readily, and had to be removed piecemeal from both
sides and from under the bladder base far up past the trigone,
the enlargement being intra-urethral, ante-rectal and intra-
abdominal. In the prostatic tissue and between the prostate
and its inner capsule,-on both sides, there were more than 100
granular yellowish calculi. Many of these adhered tightly to
the capsule and could only be removed by vigorous curetting.
Hemorrhage was profuse. Many sections were made by a com-

petent pathologist, and the growth pronounced a simple
adenoma.
A good recovery was made, and fair power of retention

gained to 240 c.c. at night, and half as much during the day.
The urine never became entirely free from blood, nor did he
recover from his extreme anemia. There was always polyuria.
Early in August I noticed enlargement of all the inguinal
glands, the scar in the perineum became puffy and indurated,
extreme weakness with edema of the feet and legs developed.
He took to his bed, severe cardiac and stomachic complica-
tions arose, and on September 18 he died.
Postmortem.—I found the walls of the bladder greatly thick

ened and almost its entire surface was cancerous. The scar

tissue in the site of the removed prostate, and the wound in
the perineum had also become cancerous. The pancreas was

similarly diseased. The kidneys were both intensely sclerotic.
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This case possesses three points of interest: 1. The
great improbability in the removal of excessively enlarged
prostates, at least by the perineal route, of obtaining
perfect vesical control. 2. It is unique, I think, by
reason of the very great number of calculi situatedin all portions of the prostate, but more especially in
the tissue of the capsule. 3. It shows the rapid
development of carcinoma in postoperative cicatricial
tissue, for at the time of operation I had my fingers well
into the bladder, palpating the greater part of its walls
without the discovery of any suspicious nodules, while
the pathologist asseverates that the thorough and com-
plete miscroscopic examination of the tumors removed
revealed nothing suspicious.
Case 2.—S. W. C, aged 65 years; at 50 had an attack of

retention which required the use of a catheter for several days.
At 58 he had a similar attack. At 64, during a third attack,
he was unsuccessfully operated on twice for the removal of
his prostate by his local surgeon; the last left him with a

tortuous suprapubic fistula, and in the effort to close this he
had been chloroformed and cut seven times. He was passing,
with great dysuria, every twenty minutes about 15 c.c. of al-
kaline urine. Dec. 12, 1894, I removed suprapubically 190
grams of prostatic tissue. The healing of the wound took
about nine weeks. He left the hospital dribbling during the
day, but holding his water for three or four hours at night.
In six months he had partial control during the day and bet-
ter control at night. After a year, he continued to wear a

urinal, because under excitement and fatigue he would leak
some, and urination during the day was imperative at the
end of every second hour.
Case 3.—V. M., aged 66; led a catheter life for about ten

years. Operated by the Bottini method in 1901 without bene-
fit. For a year the frequency of catheterization has been once

in four hours, and severe attacks of hematuria have been fre-
quent. The prostate is very large and soft.
Urine acid, sp. gr. 1.020; contains pus, blood, bacteria, a few

hyaline casts, and y4 per cent, albumin. Daily quantity,
1,400 c.c; urea, 22 grams. The prostate was removed in Feb-
ruary, 1905, under spinal anesthesia by the perineal route.
The fragments almost filled a pint fruit jar. The patient made
a good recovery, but never obtained full control of the blad-
der; he leaked when he was tired. Subsequent cystoscopic exam-
ination showed a bladder which was very much trabeculated
and had a distorted entrance to the urethra, caused by the re-

traction of the cicatricial tissue which, filling out the enormous

cavity left after the removal of the prostate, failed to support
the bladder base and prevented full closure of the vesical out-
let.
Case 4.—A. W. D., aged 62 years, was referred to me by

Dr. Tanner. He had been a prostatic five years; led a catheter
life one year. Prostate by rectal examination very large.
Urine acid, containing 5 per cent, albumin, many hyaline and
some granular casts, pus and bacteria; sp. gr. 1.018; daily
quantity 2,000 c.c. Some digestive distress, some cardiac hy-
pertrophy and commencing mitral lesions. April 6, 1906,
perineal prostatectomy; enucleation difficult. The growth ex-
tended far up under the bladder wall, and its removal loosened
this organ to a considerable degree from the surrounding
structures. The bladder was sewed to the prostatic urethra on

the sides with catgut. I watched this man's recovery with
considerable interest, naturally fearing that he would never be
able to retain his urine. Healing was complete in six weeks.
He dribbled continuously until June 21, when he regained and
has preserved nocturnal control. In October he obtained partial
diurnal control, and could retain from 90 to 120 c.c. In De-
cember his bladder became very irritable, and on examining
it with a cystoscope I saw a small rough phosphatic stone
lying in a pocket back of the left ureter. I have had occasion
to watch the formation of vesical stones with the cystoscope
several times, and this was left in a position for purposes of
observation until Feb. 18, 1907 when it was crushed and re-

moved. We have eystoscoped him several times since. The
bladder surface is very rough, there are huge pockets to be

seen, the interureteral fold is distorted and the bladder neck
irregular, but gradually the power of retention has returned,
until he can now hold from 180 to 240 c.c. of urine, and only
wears an urinal as a precaution because the call for emptying
the bladder is imperative when it comes. His sexual power, in
abeyance for several years, is restored, and he has gone to
work at his trade as a miner.
Case 5.—J. S., patient of Dr. Beckett, had symptoms of

urethral obstruction for three years; led a catheter life for
two years. Catheterization possible only with a small me-
tallic catheter, and necessary every second hour. Prostate very
large; could not be circumscribed by finger in rectum. Urine
acid; moderately purulent; no blood or casts; 900 c.c; sp. gr.
1020.
Jan. 25, 1903, the prostate was exposed freely after the

method of Proust. Excochleation was impossible because no
line of cleavage existed between the prostate and its capsule.
Removal in toto failed because the cellular cushion between the
organ and the surrounding structures was destroyed by adhe-
sions, and neither scissors, knife nor sharp rongeurs made any
headway against its density. The sharp instruments were
nicked and destroyed. A suprapubic opening was made,
and as no better success followed the attack by this route,
a small V-shaped ditch was sawed in the floor of the pros-
tate from the bladder to the isthmus. The outer wounds
healed without difficulty, but the retention was not relieved.
February 25 a central incision was made with Bottini's in-
strument. After the passage of the slough, there was relief
from retention, with nocturnal control and diurnal dribbling.
The patient is still living. The pathologist reported no indi-
cation of malignancy.
Case 6.—J. D., aged 73 years, patient of Dr. M. L. Moore,

had difficult urination for ten years; continuous catheter life
for two months. It was almost impossible to insert any in-
strument. Urine acid; sp. gr. 1.020; albumin, 2 per cent.; pus
and bacteria present. June 11, 1904, a perineal prostatectomy
was attempted. The prostate was extremely hard, adherent
to its capsule, and the capsule adherent to all of the surround-
ing tissues. Excochleation, either partial or total, was impos-
sible. With knife and rongeurs enough tissue was removed to
make a channel. This was accomplished by enlarging the
perineal wound after the method of Proust, so as to clearly
expose the prostate, and it was very difficult. The tissues were
almost cartilaginous in their density, hard enough to turn the
edges of my best knives, break my scissors and nick my ron-

geurs. The pathologist reported this to be a fibroma. The
man is still living, has fair control of his bladder by day, but
leaks at night. He works, and is satisfied and contented, for
he has no pain and is otherwise in good health.
Case 7.—Mr. X., patient of Drs. Salisbury and Haynes, had

vesical irritability, difficult urination and decreasing sexual
power for five years. This was treated disastrously by forced
urethral dilatation. He was irritable, hysterical, uremic, ema-
ciated and cachectic, and every twenty minutes passed a thin
feeble stream of urine, which was alkaline; sp. gr. 1.010, con-
tained some blood pus, micro-organisms, hyaline and granular
casts, and some kidney cells. The daily quantity of urea varied
from 9 to 12 gms. Bladder capacity 80 c.c. From the pain
and cachexia it was believed that he was suffering from can-
cer. But local examination, together with frequent urinary
analysis, convinced me it was rather a case of cystitis and con-

gestive renal insufficiency kept up by prostatic obstruction.
Continuous drainage by retention catheter; vesical and stom-
achic lavage with 1 to 30,000 silver nitrate solution; hypodermp-
clysis of normal salt solution, gentle sweating and restricted
diet gradually improved his nutrition, increased the activity
of his kidneys and caused the disappearance of the cachexia
and depressing nervous symptoms; the intervals of urination
lengthened to one and one-half hours, and the bladder capac-
ity increased to 150 c.c, with a residuum of 75 c.c, but the
dysuria continued.
Nov. 2, 1903, through a median perineal incision, the pros-

tate was found to be small, sclerotic, obstructive laterally, and
accompanied by a very marked contracture of the bladder neck.
The organ was carefully removed without disturbing the vesi-
cal outlet, as I had foolishly promised not to enter the blad-
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der. He made an uneventful recovery, and was about in two
weeks, but he dribbled continuously. Dec. 18, 1903, at a sec-

ondary operation done to discover the cause of the leakage,
the stenosed bladder outlet was found to be rigid and gaping.
A median incision was made through the sclerosed tissue to the
base of the bladder, and the fibrous ring, which contained
many small nodules of prostatic glandular tissue set into it
like pearls in a circle, was removed. He leaked from the
meatus more or less for a year, but gradually obtained control,
is said to have no residual urine, is well and works hard every
day.
Case 8.—C. B., aged 60 years, patient of Dr. Joseph Kurtz,

had a litholapaxy done Oct. 6, 1903, for a calculus which had
invalided him for a year. Confinement for two days. At work
in two weeks. October, 1904, same operation, same condition.
Rectal examination showed only moderate prostatic enlarge-
ment. Cystoscopy revealed intraurethral and intravesical ob-
structive nodes and contracture of the bladder neck. Vesical
capacity, 150 c.c.; residuum, 50 c.c A cutting operation was

proposed and refused.
June 8, 1905, a perineal prostatectomy was done at his re-

quest, by Young's method. The prostate was small, fibroid,
with the urethral surface studded with small nodules, and
every millimeter of the mucous membrane was adherent to
the prostatic capsule and came away with the prostatic sub-
stance with provoking ease. The contracture had a very hard-
edged opening. The prostatic tissue could not be separated
from this sclerosed mass, so it was hemisected in the median
line on the urethral floor to the bladder base, and then both
halves were removed with rongeurs. A large calculus was
removed from a pocket in the vault of the bladder over the
pubic arch and a smaller one from a pocket in the floor. For
three months he had very little control. He leaked from a

small fistula in the perineum, which I never have been able
to close permanently, and which communicates with the left
lateral cut in the prostatic capsule. Gradually his condition
has improved, until he has entire nocturnal control, and his
bladder will hold to 150 c.c. of urine in the day time, which he
passes in full stream, but when he gets very tired there is,
sometimes a little leakage. With a straight urethroscope and
a retrograde cystoscope one can see a small tumor of glandular
tissue growing into the upper left hand segment of the vesical
outlet, and this, in my opinion, if removed, would result in
perfect control.
Case 9.—J. L., aged 75 years, a helpless invalid, referred to

me by the superintendent of the Good Samaritan Hospital,
Aug. 7, 1905, had previously undergone two perineal operations
for prostatic obstruction. After the first operation he still had
total retention; after the second he leaked continuously, and
in addition suffered from a widespread neuritis and cysto-
spasm. A few drops of urine were expelled with great tenes-
mus at intervals of from two to five minutes. Under spinal
anesthesia he was cystoscoped, and a small node was seen pro-
jecting into the urethra from the upper surface on the left
side. This was removed suprapubically with a rongeur. The
wound healed in sixteen days. On the twenty-fourth day he
could retain urine from two to three hours, and eventually
made a very good recovery, being able to control his bladder
perfectly.
Case 10.—N. B., 73 years old, patient of Dr. Mott, was

operated on by me for enlarged prostate, by Bottini's method,
in 1899, from which relief of retention followed, lasting four
years. Feb. 2, 1905, a perineal prostatectomy was done. The
prostate would not strip from its capsule, and had to be re-

moved with rongeurs. After this operation there was only
partial vesical control, best at night. During the day not
more than 45 c.c. of urine could be retained, and this was ex-

pelled in a feeble stream. May 20, 1905, on cystoscopic exami-
nation, using the Schlagintweit retrograde cystoscope, a small
round nodule could plainly be seen hanging from the superior
wall of the vesical opening of the urethra. There was also
considerable edema of the bladder neck, and four minute cal-
culi were discovered lying in a pocket just in front of the intra-
urethral fold. Oct. 5, 1905, sectio alta was done under spina]
anesthesia. The prostatic nodule was removed with a ron-

geur, and the calculi taken away. It was found that the scar

tissue had formed a shelf over about an inch of the posterior
urethra, and so puckered and deformed the opening from the
bladder as to leave a small triangular slit that did not close
at all. The shelf was cut through to the floor of the urethra
and the adhesions broken up. A large catheter was intro-
duced through the urethra and the suprapubic wound closed.
Healing was complete on the tenth day. Improvement was
immediate. He was soon able to control his bladder perfectly
at night, and the increase of ability to retain urine during the
day was marked. With the aid of a rubber urinal, to guard
against sudden excitement or inability to find a place to relieve
himself at the time when urination became imperative, he was

able in 1906 to make a long European tour, and now has both
nocturnal and diurnal control, except when very tired, when he
will sometimes moisten a small pad worn to protect the
clothing.

-Case 11.—N. K., aged 89 years, had difficult urination for
ten years; retention three years ago. Suprapubic operation
for stone and removal of some prostatic obstruction, without
relief. A perineal prostatectomy was done two years ago, and
following this there was leakage and cystospasm. Cystoscopic
examination revealed a large stone and a flap on the left side
of the bladder neck, containing a nodule of prostatic tissue.
April 14 a sectio alta was done and I removed a large,

granular, phosphatic calculus, 5y2 cm. long, 7% cm. in circum-
ference. A large nodule was found obstructing the urethra on
the roof and upper left side of the vesical opening, and smaller
growths sprang from the flap on the left of the bladder neck.
These were all removed. At the end of five weeks he had
entire control of his urine, excepting when over fatigued from
working in a stooping position.

THE NATURE OF THE POISONOUS ELEMENT
OF PROTEINS THAT IS CONCERNED
IN THE REACTION OF HYPER\x=req-\

SENSITIZATION.
H. GIDEON WELLS, M.D.

CHICAGO.

There are several isolated facts and observations that
seem to connect the aromatic radicals of the protein
molecules with the toxic properties that seem to be com-
mon to all proteins, and on which seems to depend the
property of inciting various reactions in whatever ani-
mal organism a protein may be injected. In the first
place comes the fundamental fact that aromatic com-

pounds are usually toxic, from the simple phenol to the
highest molecular compounds containing an aromatic
nucleus.
Again, the toxic and bactericidal properties of the

products of protein disintegration are largely ascribed
to aromatic compounds. Obermayer and Pick have
found that the remarkable character of specificity of
protein seems to depend in some way on the aromatic
radicals of the protein molecule, as shown by the follow-
ing observation: The precipitin that is produced by
injecting any given protein into an animal is more or
less closely specific for the protein that was the cause of
its formation; but if before being used for immunization
the protein has been first saturated with iodin, diazo
groups, or other substances that combine with the ben-
zene rings of the protein molecule, then the precipitin
that will be produced by such an altered protein will not
be specific for the protein injected, but will react with

A preliminary note from the Department of Pathology of the
University of Chicago.

Downloaded From: http://jama.jamanetwork.com/ by a New York University User  on 06/12/2015


